DESCRIPTION
A 69-year-old woman presented to the emergency department with a painful left foot after a fall from a motorised wheelchair in an attempt to avoid a collision with a cyclist. Medical history included adipositas (body mass index (BMI) 36), diabetes mellitus, polymyalgia rheumatica, angina pectoris, lumbar stenosis L3-L4, total hip prosthesis right and left and total knee prosthesis left. After the fall, she was unable to bear weight. The physical examination was suggestive of lateral dislocation of the foot (figure 1). Pulsations and sensibility appeared intact. The radiographs of the foot/ankle showed a luxation in the talonavicular joint ('Chopart's joint'), whereby the foot was displaced laterally (figure 2). As there was no immediate neurovascular threat, a CT scan was acquired before reposition (figure 3), on which concomitant fractures that may require operative treatment were ruled out.
In the operation theatre, the patient was sedated, to relieve pain and ensure complete relaxation and positioned in supine position. The knee was flexed to diminish tension on the gastrocnemic muscle. The lateral talonavicular luxation was reduced with longitudinal traction on the foot while applying lateral pressure on the talus. Postreduction radiographs confirmed adequate closed reduction, and because the reduction remained stable during stress examinations, no operative fixation was required and a posterior splint was applied.
The postreduction CT scan showed a successful reduction of the talonavicular joint, some small Figure 1 The forefoot is displaced lateral of the talus. Note the disruption of the skin where the talus head presses on the skin. avulsion fractures of the medial side of navicular bone, a small avulsion fracture on the lateral side of the cuboid and a small plantar avulsion fracture of the lateral cuneiform. The patient was treated with a non-weight-bearing cast for 6 weeks, followed by a weight-bearing cast for 2 weeks. Follow-up radiographs at 3 and 6 weeks showed no reluxation.
Talonavicular dislocations (or 'Chopart luxations') are very rare injuries. [1] [2] [3] Incidence is estimated at 3.6/100.000/year 2 and compromise 1-2% of all luxations. 3 Up to 80% of the talonavicular dislocations are medial and just 17% are lateral (similar to the current case). 3 The lateral dislocations often occur after a highenergy trauma, such as motor vehicle accidents or fall from a height. [1] [2] [3] Lateral dislocations after a low-energy trauma as in the current case, are rare. The trauma mechanism for a lateral dislocation is often a 'swivel' movement in which the forefoot is hyperabducted, leading to ligamentous rupture and/or avulsion fractures, while the calcaneocuboid joint and the interosseous talocalcaneal ligament remain intact. 1 3 The combination of adipositas (BMI 36) and prolonged inactivity may have attributed to lateral talonavicular dislocation after a low-energy trauma in the presented case.
Treatment consists of prompt reduction (technique described above) while the patient is sedated and cast immobilised after reduction. [1] [2] [3] Percutaneous fixation with K-wires may be considered in case of persistent instability. 1 2 In some cases, closed reduction may be obstructed by interposing structures (ie, flexor digitorum longus tendons, extensor digitorum brevis muscle, dorsal pedis artery and fibular nerve) or by concurrent fractures. 3 This may necessitate open surgery, removing the interposing structure with reduction of the talonavicular joint and if necessary fixation of concurrent fractures.
Short-term complications consist of necrosis of the skin (due to pressure of the talus head on the skin) and reluxation of the joint, while long-term complications consist of reduction of subtalar joint motion, avascular necrosis of the talus and chronic, progressive, post-traumatic arthritis. 
